a pariah . . . the object of scorn and hostility." Few would argue with Brandt's assertion that smoking has become more socially unacceptable in the United States over the last half of the twentieth century. The tobacco industry itself acknowledges and tries to counteract this change (Ling and Glantz 2005) . Perhaps more controversial is the question of whether the social transformation of the American smoker has led to the stigmatization of smokers. Only a handful of historical overviews address the topic of stigmas and smoking (Markle and Troyer 1979; Brandt 1990 Brandt , 1998 Bayer and Stuber 2006) . There are no existing measures of smoker-related stigma, and no empirical studies evaluate the validity of Brandt's claim.
Brandt's assertion is potentially important to understanding the changed dynamics of tobacco use in the United States, where use has declined precipitously (USDHHS 1989) , but that decline has not been distributed equally across all segments of the population (Escobedo and Peddicord 1996; Centers for Disease Control and Prevention 2002) . Using survey data on individuals' attitudes toward smoking policies, one study finds that the social unacceptability of smoking has dramatically decreased tobacco use in the United States (Alamar and Glantz 2006) . The mechanisms underlying the link between social unacceptability and tobacco consumption are not well understood but likely include such factors as smoke-free air laws, media campaigns stressing the dangers of secondhand smoke, social norms, rules of conduct, and models of behavior prescribed by society (e.g., Fichtenberg and Glantz 2002) . The stigmatization of individual smokers may be an additional mechanism contributing to the social unacceptability of smoking. If that is so, understanding this mechanism may enable society to harness its powerful effects.
Are Smokers Stigmatized?
The term "stigma" was initially coined by Erving Goffman in the early 1960s, and the concept refers to an attribute that links a person to an undesirable stereotype. This link leads other people to reduce the bearer "from a whole and usual person to a tainted, discounted one" (Goffman 1963, 3 ). Goffman's main concern is with the "spoiled identity" that "has the effect of cutting [the stigmatized person] off from society and from himself so that he stands as a discredited person facing an unaccepting world" (19) .
Even with the dramatic decline in the social acceptability of tobacco use in the United States, smokers are not likely to experience the potentially devastating consequences of social exclusion, belittlement, and discrimination that Goffman describes in his original study of the stigmatization of persons with mental illness. Yet, existing theories of stigmatization accommodate variation in the extent to which social statuses are stigmatized. Goffman himself supports the claim that stigmatization takes many forms and comes in varying degrees. He portrays stigmatization as a universal human experience. He writes, "The most fortunate of normals is likely to have his half-hidden failing, and for every little failing there is a social occasion when it will loom large, creating a shameful gap between virtual and actual social identity. Therefore, the occasionally precarious and the constantly precarious form a single continuum, their situation in life is analyzable by the same framework" (1963, 127) . Contemporary stigma theorists Bruce Link and Jo Phelan (2001, 377) note that "stigma exists as a matter of degree." They specify the conditions necessary for stigmatization. One way to determine whether stigmatization is a relevant concept in the case of smoking is to examine the relevance of these necessary conditions to the case. Link and Phelan (2001) identify a framework for the process of stigmatization. It consists of five elements: (1) labeling and distinguishing human difference; (2) linking those who carry the difference to negative stereotypes; (3) separating in-groups from out-groups (or us from the negatively labeled them); (4) a loss of status for the ones who carry the trait, usually a loss accomplished through discrimination by normals; and, underlying all four, (5) the "social, economic, and political power that allows" the other characteristic elements to operate (367). If Link and Phelan's five elements are applied in the case of smoking, it is possible to see the emergence of a process of stigmatization.
The first element in Link and Phelan's (2001) process of stigmatization, recognition of differences and the use of labeling, is related to changes in the prevalence of smoking. As prevalence declines and opportunities diminish for smoking to be seen as normative, the smoker can be labeled as increasingly different from the majority. The second element, the application of negative stereotypes to those labeled as different, is reflected in several possible negative stereotypes currently associated with smokers, who are increasingly marked as inconsiderate, sneaky, foolish, irresponsible, ignorant, lacking in self-control, responsible for their poor health, and low class. The separation of an in-group from an out-group, the third element in Link and Phelan's (2001) process of stigmatization, is represented by smoking prohibitions that make it easy to differentiate those who are smokers from those who are not. The fourth element is the out-group's status loss, which often manifests as discrimination against that group. For example, a 1988 Administrative Management Survey estimates that 6,000 companies (e.g., Alaska Airlines, Union Pacific, and the World Health Organization) refuse to hire smokers (National Workingrights Institute 1994). Such policies separate ordinary citizens into in-groups (nonsmokers) and out-groups (smokers), denying employment to some individuals because they are members of the out-group. The final element of Link and Phelan's (2001) process of stigmatization is reflected in the dramatic decline of social, economic, and political power among smokers in the United States; those with the fewest economic and educational resources smoke the most (Wetter et al. 2005) . Stigma thus seems to be an appropriate lens through which to examine the smoking case.
A true reading of Goffman's work suggests that stigmatization also depends on the persistence or permanence of the social status in question. Goffman is most concerned about "spoiled identities" that are "constantly precarious" (1963, 127) . He observes that, once labeled as a mental patient, a person is always a mental patient, even when no longer in the hospital or showing signs of illness.
Although it most certainly has an effect on the severity with which the stigma is experienced, permanence is not a necessary component in stigmatization. If permanence were a necessary component, obesity would not be a stigmatized social status. With obesity, as in the case of smoking, it is possible to change one's status. It is difficult to argue that obese persons are not stigmatized, even though one can escape that stigma by losing weight. Similarly, status as a smoker is largely transient or mutable if an individual quits permanently. Some research suggests, however, that this status also depends on the former smoker's success in avoiding smoking-related illnesses. Some former smokers diagnosed with lung cancer report feeling blamed and shunned. They indicate that they receive little empathy from others (Chapple, Ziebland, and McPherson 2004) . Ultimately, smokers' claims that they are stigmatized can be substantiated only with empirical data. This study begins to build empirical evidence for the issue.
An emerging classification of stigma contributes to the relevance of current research. If smokers are stigmatized, the case may reveal potential consequences for that emerging classification. Perspectives differ sharply on the potential benefits and consequences of smoker-related stigmatization. One line of research and theory suggests that stigmatization damages the health of the stigmatized as well as the general public. A second line of reasoning claims that stigmatization is an effective but frequently unacknowledged tool that allows the public health community to discourage seriously harmful behaviors. The current research provides the first empirical evidence on the prevalence of smokerrelated stigmatization and uses newly developed measures to begin an assessment of these competing perspectives on smoker-related stigmatization.
Competing Perspectives on the Consequences of Stigma

Stigma as a Damaging Force
Researchers interested in mental illness emphasize the negative consequences of stigmatization for marginalized individuals. Goffman's (1963) basic thesis is that stigma arises during social interactions, when the social identity of an individual is found to be spoiled by attributes that mark him or her as deviant from the group norm. Stigmatized individuals, he argues, could be persistently denied full acceptance by society. Similarly, Link and Phelan (2001) emphasize negative consequences in their assertion that status loss and discrimination are constitutive parts of stigmatization.
Perhaps the strongest claims about the negative consequences of stigmatization come from labeling theorists who argue that stigmatization traps people in deviant roles, thereby deepening and stabilizing their deviant behavior (Scheff 1966; Lemert 1967) . This negative result is attributed to what are considered to be typical sequelae of the labeling process; namely, the result is ascribed to the deviant individuals' isolation from nondeviant social relationships and to the individuals' resultant acceptance of themselves as deviant people. Modified labeling theory represents a step back from the causal claims of labeling theorists. It emphasizes a broad range of negative repercussions for stigmatized individuals. For example, such repercussions might include impaired social interactions and social networks, reduced employment opportunities, depression, compromised general quality of life, and negative effects on self-esteem (Link et al. 1989 (Link et al. , 1997 Rosenfield 1997; Wright, Gronfein, and Owens 2000) .
Although researchers interested in the stigma of mental illness tend to emphasize the stigma's adverse effects on those who are marginalized, the AIDS epidemic, in both its domestic and global contexts, provides the grounding for a strong thesis that links the adverse effects of stigmatization to public health. Research on HIV/AIDS stigmatization reveals that the stigma is not only a negative force for individuals suffering directly because of illness but also counterproductive and debilitating to public health. Peter Pilot (2000) and others argue that stigmatization affects the choices at-risk individuals make about being tested and about disclosing their HIV status to sexual partners. Such forces further fuel the epidemic.
Stigma as a Tool to Discourage Unwanted Behaviors
An alternate perspective on stigmatization focuses on its potential benefits; some stigmas may improve the health of stigmatized individuals and may be a useful tool of social control, discouraging unhealthy behaviors. Sociologists as far back as É mile Durkheim have emphasized the powerful role of social norms as instruments of social control. The central idea is that individuals do not want to be out of step with social norms and wish to avoid the ensuing consequences of social exclusion. Those facing stigmatization thus act to change their behavior, accumulating direct benefits. Change in some cases can also lead to indirect benefits to society because of a resulting reduction in illness or socially disruptive behavior (Gibbs 1965) . Within public health and medical scholarship in the United States, a strong tradition favors the use of morally constituted social norms to positively shape behaviors in ways that reflect public health interests and do so by emphasizing the role of individual responsibility. This belief has informed a variety of public health responses to public health problems (e.g., tuberculosis, alcohol consumption during Prohibition). It continues to influence efforts related to HIV/AIDS and reckless behavior associated with alcohol abuse (Brandt and Rozin 1997) .
Certain economic perspectives also suggest that stigmatization may have beneficial consequences. One economic paradigm stresses the role of the rational actor and identifies stigmatization as one potential cost incurred by those who deviate from dominant social norms (Moffitt 1983; Vishwanath 1989) . Although economists tend to be noncommittal as to whether stigma serves a beneficial or negative role in society, they make an implicit assumption that stigmas, when deployed with appropriate constraints, can play beneficial roles in some cases. Deployment of stigmas can signal positive behaviors and discourage such unwanted behaviors as unnecessary welfare use and long unemployment spells. A similar line of argument is also expressed in some discussions of the role of stigmas in the criminal justice system. Such discussions suggest that stigmatization serves a legitimate and important function (Shoham 1970 ). Society's moral aversion to crime and the ensuing stigmatization of its perpetrators results in the poor treatment and disenfranchisement of criminals; the societal response is to serve as a deterrent to crime (Rasmusen 1996) .
The Smoking Case
If competing perspectives on the consequences of stigmas are applied to the smoking case, the analysis leads to contradictory predictions about the role that stigmatization might play. If considered a damaging force, stigmatization may have counterproductive effects on tobacco use and detrimental consequences for individual smokers. This study considers two potentially counterproductive effects of smoker-related stigma. First, as smokers are increasingly marginalized, some may gravitate to other smokers and away from nonsmokers. In this new environment, the pressure to conform to prevailing social norms may be reduced, and the likelihood diminishes that these smokers will quit.
Second, the stigmatization associated with smoking may lead some to hide their status as smokers. Although such a strategy can protect smokers from pejorative assessments and discrimination, it may have negative consequences. For example, secrecy could prevent a smoker from getting access to the smoking cessation treatment that is available through a health care provider. It may also prevent family and friends from supporting the smoker's efforts to quit. To the extent that secrecy diminishes access to smokers' social support, efforts to reduce the prevalence of smoking are likely to be compromised.
In contrast, if one analyzes stigmatization as a tool of social control that discourages unwanted behaviors, one might hypothesize that stigmatization can be beneficial to smokers and helpful in efforts to address smoking. One might predict that the strong labeling of smokers would help them realize that they are in need of smoking cessation treatments; labeling might thus facilitate the receipt of such services. By inculcating the desire to avoid stigmatization and social exclusion, stigmatization could also induce a desire to quit, lead to a reduction in the amount one smokes, and discourage an inclination to take up smoking in the first place.
This article is the first empirical study of the prevalence and potential consequences of stigma associated with smoking. This study is motivated by the following research hypotheses: (1) a substantial number of current smokers perceive smoker-related stigma, report social withdrawal from nonsmoking peers, and report keeping their smoking status a secret; (2) smokers' perception that they incur smoker-related stigma is positively related to social withdrawal from nonsmoking peers and to keeping smoking status a secret from family, friends, employers, and health care providers; (3) smokers' perception that they incur smokerrelated stigma is positively related to demonstration of a serious intention to quit smoking and negatively related to smoking behavior.
Method
Sample Data for this study come from the New York Social Environment Study (NYSES), a cross-sectional, random-digit-dial (RDD), general-population telephone survey of exactly 4,000 New York City residents age 18 or older. The survey was administered between June and December 2005 (after New York City's 2003 implementation of its smoke-free-air laws, which eliminate smoking in all restaurants and bars). The NYSES was designed to assess the relationship between neighborhoods and drug use behavior (including tobacco, alcohol, and illicit drug use). Thus, the study was introduced to respondents as a survey about their neighborhood and what they think about their neighborhood. The survey was introduced as such (and not as a survey about smoking and other drug use) to improve self-reporting of cigarette and other drug use (Cowling et al. 2003) . The NYSES collected information on a range of demographic and other factors shown to be associated with tobacco use.
The survey was administered in English, Spanish, Mandarin, and Can-tonese. It contained close-ended questions and took approximately 25 minutes to complete. Although most RDD operators spoke English as their primary language, Spanish, Cantonese, and Mandarin speakers were part of the staff. When a respondent answered the telephone and was identified as a Spanish, Cantonese, or Mandarin speaker, the phone was handed over to an interviewer who conducted the call in the relevant language. If such an interviewer was not immediately available, the staff member made an appointment to call back at a time that was convenient for the participant. The cooperation rate (the proportion of contacts in which an eligible respondent agreed to participate) for the NYSES is 54 percent, a rate that is typical for RDD telephone studies in large, densely populated urban areas (Galea and Tracy 2007) . Comparisons of data from the NYSES sample with data from the U.S. census reveal that the sample is representative of New York City residents on age, gender, and race and ethnicity (data not shown). The findings for this article are based on responses from the 811 current smokers identified by the NYSES.
Measures
There are no known measures of smoker-related stigma, social withdrawal, or secrecy. Questionnaire items measuring these constructs, thus, were adapted for the current study from widely used scales concerning mental health stigmas. A source of many of the scales is the Devaluation-Discrimination Scale (Link et al. 1989 ). The new measures of smoker-related stigma, social withdrawal, and secrecy were pretested on 20 randomly selected participants. The study retained the items that pretest participants viewed as clear and useful. Two sets of items measure perceived smoker-related stigma. One, which involves the respondents' perception that people look down on them because they smoke, is described here as "devaluation." The other involves the respondents' perception that they are subject to differential treatment because they smoke. The devaluation measure relies on respondents' reactions to two statements: (1) most people think less of a person who smokes, and (2) most people believe that smoking is a sign of personal failure. Possible responses to each question range on a fourpoint Likert scale from "strongly disagree" (coded as 0) to "strongly agree" (coded as 3). A summary score combines the two items (a p ); scores range from 0 to 6. .70
Three items are used to measure the respondents' perceptions that they are the subject of differential treatment due to smoking. These begin with a stem that asks whether any of the following things ever happened to the respondents because of smoking. The items assess whether, because of smoking, the respondents (1) have had difficulty renting an apartment, (2) have been denied employment for which they were qualified, or (3) have been denied health insurance or charged more for it. Because few current smokers perceive more than one differential treatment event, the research relies on a dichotomous measure; a response is coded as 0 if the respondent perceived no differential treatment event and as 1 if a respondent perceived at least one differential treatment event.
Three items in the survey measure smokers' social withdrawal from nonsmokers: (1) for a smoker, it is awkward to socialize with nonsmokers; (2) smokers socialize more with other smokers than with nonsmokers; and (3) smokers avoid people with negative opinions about smokers. Coding for response categories on each item ranges from 0 to 3 ( ); possible responses include "strongly disagree," "somea p .65 what disagree," "somewhat agree," and "strongly agree." A summary score is created for responses to these three items; scores range from 0 to 9. To assess whether the respondent keeps his or her smoking secret, respondents were asked three yes-or-no questions: (1) "Have you ever kept your smoking a secret from your doctor or other health care provider?" (2) "Have you ever kept your smoking a secret from a close friend or family member?" and (3) "Have you kept your smoking a secret from an employer?" Because only 11 percent of respondents say they kept more than one such secret, a summary score of these three items is created. Those who say they kept no secrets about their smoking are coded as 0, and those who say they kept one or more secrets are coded as 1.
To obtain information about the smoking status of respondents, the intention of current smokers to quit, and the number of cigarettes consumed, the current study uses a modified version of the survey algorithm developed for the National Survey on Drug Use and Health (SAMHSA 2009). For this algorithm, respondents are asked to classify themselves as "current smokers," "ex-smokers," or "never smokers." Those who classify themselves as never smokers or ex-smokers are then asked an additional set of questions to probe the extent of past tobacco use. These questions help to determine whether they misclassified themselves. Respondents are classified as ex-smokers or current smokers if they report that there was ever a period of at least 2 months when they smoked at least once per week. Those who say that they smoked at any time in the 12 months before the survey were classified as current smokers. To assess whether a respondent has a serious intent to quit smoking, those classified as smokers are asked, "Are you currently seriously thinking about quitting smoking?" The importance of motivation to quit is a well-established predictor of smoking cessation in the general population (Hyland et al. 2006) .
Additional measures capture data on a number of demographic and other variables known to be associated with serious intention to quit smoking. Specifically, health status is measured because poor health may lead to serious intention to quit smoking. The intensity of tobacco use among current smokers (whether one is a daily smoker, the average number of cigarettes smoked per day, and tobacco dependence) is measured because less addicted smokers may find the prospect of quitting less onerous than more addicted smokers, and this intensity may contribute to serious intention to quit. Stressful life events are measured with the expectation that there is a negative relation between stressful life events and serious intention to quit smoking; smokers incorrectly believe that smoking alleviates stress (Stein et al. 2008) . Knowledge of the health risks of smoking is assessed with the expectation that it is positively related to a serious intention to quit smoking. Finally, the survey measures the respondent's normative environment as it relates to smoking. The expectation is that there is a negative relation between having a normative environment that accepts smoking and a serious intention to quit.
Health status is coded as excellent, very good, good, and fair or poor. Three measures consider the intensity of tobacco use: tobacco dependence, whether the respondent is a daily smoker, and the average number of cigarettes smoked per day. Tobacco dependence is measured using the World Mental Health Comprehensive International Diagnostic Interview (Kessler and Ü stü n 2004) , which asks questions about 10 problems respondents may have because of smoking tobacco (e.g., emotional symptoms after cutting down or stopping smoking). Those with seven or more problems are defined as dependent smokers. The respondents also are asked whether they smoked every day in the 12 months before the survey (those responding affirmatively are classified as daily smokers) and about the average number of cigarettes smoked per day in that period. The number of major stressors experienced in the 12 months before the survey is measured on a scale that captures from zero to four or more stressors. Possible stressors include traumatic events (e.g., serious accident) and other major stressful events (e.g., divorce; Boardman et al. 2001) . Knowledge of the health risks of smoking is measured by the statement "Reports about the bad health effects of smoking are exaggerated." Respondents who agree with this statement (thus indicating inaccurate knowledge) are coded as 0. Those who disagree, indicating accurate knowledge, are coded as 1. Finally, to assess respondents' normative environment as it relates to their smoking, respondents are asked, "How do most of your close friends and family feel about cigarette smoking among adults?" Possible responses include "acceptable," "unacceptable," and "don't care either way." For a second measure of normative environment, respondents are asked, "Which statement best describes smoking in your home?" Possible responses include "people smoke anywhere inside your home," "people smoke in some rooms," and "people do not smoke anywhere inside your home." The analyses combine results for the response "people smoke anywhere" with those for "people smoke in some rooms."
Racial and ethnic status is assessed by respondent self-identification with one of four categories: white, black, Hispanic or Latino, and other. Age is assessed as a continuous variable. Marital status is coded as married; never married; and divorced, separated, or widowed. Employment status is measured as full time, part time, unemployed, or other (e.g., student, retired). Gender is also measured.
Analyses
This study uses five dependent variables: (1) social withdrawal from nonsmokers (a continuous variable); (2) keeping one or more secrets about smoking from a family member, friend, employer, or health care provider (coded dichotomously); (3) expressing a serious intention to quit smoking (also dichotomous); (4) being a daily smoker in the 12 months before the survey (coded dichotomously); and (5) the average number of cigarettes smoked per day on the days when the respondent smoked in the 12 months before the survey (as a continuous variable).
The hypothesis that smokers often perceive stigma is tested by examining the prevalence of reported devaluation, perceived differential treatment due to smoking, social withdrawal from nonsmokers, and keeping one or more secrets about smoking. The hypothesis that stigmatization is a damaging force is tested by bivariate and multivariate regression models that assess the relationship of smoker-related stigmas (i.e., perceived devaluation and differential treatment) to each of two dependent variables: social withdrawal from nonsmokers and keeping one or more secrets about smoking. The multivariate analyses for both dependent variables control for demographic characteristics, the intensity of tobacco use (daily smoker, average number of cigarettes smoked per day, and tobacco dependence), and the respondent's normative environment as it relates to smoking. A linear regression is used to predict social withdrawal from nonsmokers. A logistic regression is used to predict secrecy about smoking; respondents who report keeping no secrets are compared with those who report keeping one or more secrets.
The hypothesis that smoker-related stigma is a tool to discourage unwanted behavior is tested using bivariate and multivariate logistic regressions that assess smoker-related stigmas' respective relationships with two dependent variables: serious intention to quit smoking and reported daily smoking in the 12 months before the survey. The multivariate analyses again adjust for demographic characteristics, the intensity of tobacco use, and the respondent's normative environment. Other controls in this analysis include life stress, knowledge about the health risks of smoking, self-reported health status, social withdrawal from nonsmoking peers, and keeping one or more secrets about smoking. Final analyses rely on Pearson's correlation coefficients to assess the relation between perceived devaluation and the average number of cigarettes smoked per day. A t-test assesses the relation between the perception of differential treatment and the reported average number of cigarettes smoked per day.
Because of the large number of variables in each of the analyses, the multivariate models include only variables that are statistically significant ( ) in bivariate analyses. However, the discussion of multivariate p ≤ .10 results focuses only on relations that are statistically significant at or below the .05 level. Further sensitivity analyses ascertain whether the results differ when individuals with missing values are excluded. Missing data are handled by mean substitution. Additional analyses use as substitutes for the missing data equivalents to the mode and 1 standard deviation above and below the mean. The results are not sensitive to these substitutions and exclusions. Survey weights are inversely proportional to the number of telephones and proportional to the number of people in household; SUDAAN statistical software is used to handle standard errors in the analysis. Table 1 describes the characteristics of the 811 current smokers in the sample. The results reported in the table suggest that fewer smokers are women (44 percent) than men. The majority of the sample has at least some college education (62 percent). About 40 percent of respondents report that they are parents or primary caretakers of a youth under age 21, and 38 percent indicate that they were married at the time of the survey. Approximately 51 percent of respondents report being employed full time, and approximately one-quarter of the respondents report that their health is fair or poor. Most have knowledge of smoking health risks, reporting that they do not believe the risks are exaggerated (60 percent). Only about a quarter of respondents (23 percent) indicate that they had no major stressors in the 12 months before the interview. A majority (57 percent) of the smokers in this sample report that they were daily smokers in the 12 months before the interview, but only about 21 percent are found to meet the criteria for tobacco dependence. The average number of cigarettes reportedly smoked per day is 10. In terms of the social environment surrounding tobacco use, 54 percent of smokers say they are allowed to smoke in their home, but 43 percent report that close friends and family find their smoking unacceptable. The mean score on the devaluation scale Note.-Some variables do not add to the total sample size because of missing data. Percentages are weighted; n's are raw; GED p general equivalency diploma.
Results
Characteristics of the Sample
* Range is 0-6. † Range is 0-9. is 1.81 (the range is 0-6), and the mean score on the social withdrawal scale is 3.15 (the range is 0-9).
Prevalence of Stigma, Social Withdrawal, and Secrecy
The analyses first consider whether current smokers perceive smokerrelated stigma and related phenomena, thus testing the first hypothesis.
Results on perceptions of devaluation suggest that 38 percent (304) of analyzed current smokers somewhat or strongly agree with the statement "Most people think less of a person who smokes." Further, 19 percent (153) of current smokers somewhat or strongly agree with the statement "Most people believe that smoking is a sign of personal failure." Fortyfour percent of current smokers agree strongly or somewhat with at least one of these two statements. Relatively few respondents perceive that they receive differential treatment because of their smoking. Specifically, 13 percent (107) report that they were charged more for health insurance or were denied coverage, only 1 percent (11) report that they were denied a job for which they were qualified, and 4 percent (33) report difficulty renting an apartment. Overall, 17 percent of respondents report perceiving an event of differential treatment. Social withdrawal from nonsmokers is reported by approximately onethird of sampled current smokers. Of those who report social withdrawal, 32 percent (258) indicate that it is awkward to socialize with nonsmokers, 34 percent (266) say that they socialize more with smokers than nonsmokers, and 34 percent (276) of current smokers say that they avoid people with negative opinions about smokers. The prevalence of keeping one or more secrets about smoking from friends or family (215), employers (87), and health care providers (63) ranges from 8 to 27 percent. Thirty-three percent of current smokers report keeping at least one secret.
Stigma as a Damaging Force
The results in tables 2 and 3 test the hypotheses concerning the respective relations of perceived devaluation and differential treatment to social withdrawal from nonsmoking peers and to keeping one or more secrets about smoking. The multivariate linear regression model suggests that the perception of devaluation due to the respondent's smoking is a positive and statistically significant predictor of social withdrawal (
). The few p ! .0001 statistically significant relations among control variables suggest that respondents with a graduate school education are less likely to socially withdraw ( ) than are those who lack a high school degree. The p p .02 average number of cigarettes smoked per day ( ) is positively p p .02 related to social withdrawal. Table 3 shows the predictors of keeping one or more secrets about smoking. In bivariate analyses, the main finding is that devaluation is statistically significantly associated with keeping one or more secrets about smoking ( ). By contrast, keeping one p p .07 or more secrets about smoking is predicted to be more likely among respondents with a graduate school education ( ) than among p p .05 counterparts who lack high school degrees. It is also more likely among those who never married ( ) than among married respondents. p p .03 Results also suggest a positive relation between keeping one or more secrets about smoking and being tobacco dependent ( ) as well p p .05 as a negative relation between the dependent variable and being a daily smoker ( ). Keeping one or more secrets about smoking is negp ! .0001 atively related to the average number of cigarettes smoked ( ). p p .02 Keeping such secrets also is predicted to be more likely among respondents who indicated people do not smoke anywhere inside their homes ( ) than among those allowed to smoke anywhere or in some p p .003 rooms of the house. Moreover, keeping such secrets is predicted to be more likely among those who said their family and friends find their smoking unacceptable ( ) than among those whose family and p p .70 friends find smoking acceptable.
The multivariate logistic regression model also shows that keeping one or more secrets about smoking is positively related to reporting that family and friends find smoking unacceptable ( ) as well as p p .02 to perceiving devaluation due to smoking ( ). Results among p p .0003 control variables suggest that keeping smoking a secret is negatively related to age ( ) and to being a parent or primary caregiver of p p .01 
Stigma as a Tool to Discourage Unwanted Behavior
To test the hypothesis that perceptions of smoker-related stigma are associated with a serious intention to quit, table 4 compares those who ) are more likely to be serious than are counterparts whose p ! .0001 family and friends find their smoking acceptable. In the multivariate model, perceived devaluation is no longer associated with serious intention to quit smoking. However, respondents who kept one or more secrets about their smoking ( ) are more likely than those who p p .04 kept no secrets to express a serious intention to quit.
No statistically significant relations emerge when the final hypothesis is tested. That is, the multivariate models suggest that devaluation, perceived differential treatment, daily smoking, and the average number of cigarettes smoked per day are not statistically significant predictors of serious intention to quit smoking.
Summary
In this sample of current smokers, 44 percent perceive devaluation and 17 percent report experiencing differential treatment due to smoking. This and other evidence supports the perspective that stigmatization is a damaging force. Approximately one-third of current smokers report keeping one or more secrets about their smoking status; both social withdrawal from nonsmoking peers and the perception of devaluation predict keeping one or more such secrets. The results provide less evidence that stigma is a tool to control unhealthy behaviors among current smokers. Results do not suggest that serious intention to quit is statistically significantly associated with perceived devaluation, and perceived devaluation is not associated to a statistically significant degree with being a daily smoker or with smoking fewer cigarettes. However, a correlate of perceived devaluation, keeping one or more secrets about smoking, is a statistically significant predictor of serious intention to quit smoking.
Discussion
There are many limits to the current research. First, because this is a new line of inquiry and there were funding constraints, it was not possible to interview former smokers or those who never smoked. The perspective that stigma is a tool to discourage unwanted behaviors might be more powerfully tested by analyzing the association between smokerrelated stigma and smoking cessation, rather than by focusing analyses exclusively on current smokers. The desire to avoid stigmatization may be stronger among former smokers and those who never smoked than among current smokers.
Second, causality is impossible to determine because these are crosssectional data. It is not possible to assess whether smoker-related stigma causes social withdrawal or decisions to keep one's smoking status secret. The data also do not test whether these behaviors precede perceptions of smoker-related stigma. Longitudinal data are essential to confirm the temporal relations suggested here.
Third, a telephone survey is a limited tool in the study of tobacco use. The social unacceptability and stigmatization of smoking may lead some smokers to underreport their smoking behavior. Although the use of a telephone survey methodology for this study is less than ideal, it is consistent with other well-recognized studies that are concerned with health behavior. For example, such a methodology is used by the Behavioral Risk Factor Surveillance System sponsored by the Centers for Disease Control and Prevention. Inevitably, relying on self-reports of smoking status will lead to some smoking status misclassification due to the high rates of relapse among tobacco users. Nevertheless, the self-reported current smoking prevalence in this study is 20.8 percent. That is consistent with the current smoking prevalence reported by New York City in the same year this study was completed (Frieden et al. 2005) .
Finally, there is a need for further development of the measure of smoker-related stigma. The five items used in this study are solid measures of stigmatization. They capture aspects of devaluation and differential treatment perceived by current smokers. However, stigma is a multidimensional construct that entails stereotyping, status loss, experiences of discrimination, and the internalization of negative stereotypes. The development of measures of smoker-related stigma is a challenge. An act might be considered discriminatory if perpetrated against persons in other stigmatized groups but acceptable (or at least more complicated) if perpetrated against smokers. In some settings, these acts may be interpreted as discrimination, but in others, smokers and nonsmokers alike may see the acts as justified because of the harms posed by secondhand smoke. For example, some landlords may make a categorical decision not to accept smokers as tenants. Although some smokers are likely to see this decision as discriminatory, these same smokers may also see in this decision some valid justification stemming from landlords' concerns about damaged property or about neighboring tenants' exposure to secondhand smoke. The measures used in this first empirical study on smoker-related stigma provide a good start.
Implications for Practice
Despite the limitations of the data, the study provides preliminary evidence that some smokers, although less than a majority, perceive smokerrelated stigmas. Given the enormous shift in smoking-related social norms in the United States, some may be surprised that less than a majority perceives their smoking to cause devaluation and differential treatment. The finding underscores that a widespread change in social norms about a behavior does not always lead to the stigmatization of individuals who violate these norms, even if stigmatization is a possible outcome for some.
Future research might identify tobacco control policies that change social norms but do not produce stigmas. It may also identify the characteristics of individual smokers that make them susceptible to smokerrelated stigma. For example, in a companion article based on these same data, the smoker-related measures are used as dependent variables. The article suggests that perceptions of smoker-related stigma increase with the level of education (Stuber, Galea, and Link 2008) . The finding mirrors trends in smoking rates, which are inversely related to education levels (Barbeau, Krieger, and Soobader 2004) . If certain tobacco control policies contribute to perceptions of smoker-related stigma, the relation between smoking rates and education raises the concern that social welfare initiatives may inadvertently contribute to disparities in tobacco use by the generation of stigma.
The current study also provides some evidence that smoker-related stigmas (specifically, perceived devaluation) may lead to detrimental consequences: social withdrawal from nonsmokers and keeping one or more secrets about smoking. These findings raise concerns. On a practical level, smokers who keep their smoking status a secret from health care providers may miss out on smoking cessation treatments that may be beneficial in helping them to quit. Keeping their smoking status a secret from family members can deprive smokers of an important source of social support in quitting. With respect to social withdrawal from nonsmokers, results raise the possibility that smokers embed themselves in a normative environment that reinforces tobacco use.
The results of this study also suggest, however, that smoker-related stigma has unanticipated benefits. Perceptions of devaluation due to smoking are associated with keeping smoking status a secret, and keeping smoking a secret is associated with a serious intention to quit smoking. It is possible that the event of keeping their smoking a secret signals to these smokers a strong desire or need to quit. These signals suggest a trade-off in which stigma may motivate both secrecy and, indirectly, intention to quit. In multivariate analyses, smoker-related stigma (measured by the devaluation scale) is not found to be a statistically significant predictor of a serious intention to quit, a contemplative stage important to smoking cessation. There is also the question of whether the ends justify the means. If smoker-related stigma causes people to hide their smoking status, is this a desirable social welfare policy goal, even if it plays a role in reducing tobacco use?
Implications for Theory
As this study discusses, social stigmatization theory seems able to accommodate multiple forms and severities of social stigma, including smoker-related stigmas. Less transparent are the theory's consequences. When do stigmas serve as a tool to discourage unhealthy behavior? When do stigmas function as a damaging force?
Edward Jones and colleagues' (1984) work on social stigmatization gives some basis for predicting stigmatization's detrimental consequences. They identify six dimensions along which stigmatized conditions are likely to vary: concealability, course, disruptiveness, aesthetic qualities, origin, and peril. Examining each of these dimensions in relation to smoker-related stigma suggests many reasons why smoker-related stigma may be susceptible to fewer negative consequences than other social status stigmas. For example, when Jones and associates (1984, 27) write about "concealability," they refer to whether the condition is hidden or obvious and whether it is visibly controllable. Smok-ing is a highly visible activity. But unlike individuals subject to other marginalized social statuses, such as having a disfiguring physical disability, smokers can also hide their smoking status. They can refrain from smoking in public spaces and, as current data suggest, can keep their smoking status a secret. In other words, smokers appear to fare better along most dimensions of stigma than do persons with other marginalized social statuses.
Although their effects are not as severe as the effects of other stigmas, smoker-related stigmas appear to generate the familiar consequences of social exclusion. This suggests that using stigmas as a form of social control may have hidden, unintended consequences, even in instances when the nature of the stigmas are believed to be only marginally consequential or even beneficial.
Conclusion
The contributions of this study lie in the new measures constructed for perceived devaluation, perceived differential treatment due to one's smoking, social withdrawal from nonsmokers, and concealment of smoking status. They also lie in the original examination of the import of stigmatization for tobacco use. They and the literature suggest that future research on smoker-related stigmas is warranted.
Benjamin Alamar and Stanton Glantz (2006) use conventional survey measures to assess the social unacceptability of smoking, but they do not examine smoker-related stigmas. They find that social unacceptability has an enormous effect on reducing tobacco consumption; this effect is equivalent to the effect of a major increase in the excise tax on cigarettes. Their study is likely to underestimate the true effect that the social unacceptability of smoking has on smoking prevalence because they do not capture the stigmas and social exclusion that some smokers experience. The stigmatization of smokers is likely one of many factors behind the social unacceptability of smoking. Understanding these factors is crucial to understanding reduced smoking prevalence in the United States.
The current study demonstrates that stigmas have negative consequences for current smokers. Smoking-related stigma (measured by the perceived devaluation scale) is found to increase secrecy and social withdrawal. In our view, this preliminary evidence makes smoker-related stigma a topic worthy of continued examination. Smoker-related stigma may be even more salient to research on tobacco use prevention in youth because of their heightened desire to conform to social norms and to avoid social exclusion and stigmatization. If one thinks even more broadly, stigma can also be examined in various social welfare venues by methods like those pioneered here since stigma is frequently attached to obtaining social welfare benefits and admission to personal or social benefits.
